Mood disorders cause many social problems, often involving family relationships. Few studies are available in the literature comparing patients with bipolar, unipolar, dysthymic, and double depressive disorders concerning these aspects. In the present study, demographic and disease data were collected using a specifically prepared questionnaire. Social adjustment was assessed using the Disability Adjustment Scale and family relationships were evaluated using the Global Assessment of Relational Functioning Scale. One hundred patients under treatment for at least 6 months were evaluated at the Psychiatric Outpatient Clinic of the Botucatu School of Medicine, UNESP. Most patients were women (82%) more than 50 (49%) years old with at least two years of follow-up, with little schooling (62% had less than 4 years), and of low socioeconomic level. Logistic regression analysis showed that a diagnosis of unipolar disorder (P = 0.003, OR = 0.075, CI = 0.014-0.403) and dysthymia (P = 0.001, OR = 0.040, CI = 0.006-0.275) as well as family relationships (P = 0.002, OR = 0.953, CI = 0914-0.992) played a significant role in social adjustment. Unipolar and dysthymic patients presented better social adjustment than bipolar and double depressive patients (P < 0.001), results that were not due to social class. These patients, treated at a teaching hospital, may represent the severest mood disorder cases. Evaluations were made knowing the diagnosis of the patients, which might also have influenced some of the results. Social disabilities among mood disorder patients are very frequent and intensive. 
Introduction
Various studies in different countries have demonstrated the difficulty of mood disorder patients to readapt to the environment (1, 2) . The risk of unemployment is twice as high for these patients than for the general population and, when they are employed, they have low output (3, 4) . It is known that the interaction between family and patient is an important trigger for mood disorders and that these relationships are normally rife with hostility and lack of trust and acceptance (5) .
In Brazil, few studies have investigated the medical, social, and demographic characteristics of mood disorder patients. A better understanding of the present situation is needed, in order to permit the planning of mental health programs which will be more consistent with the real necessities of the sufferers and their families.
The goal of the present study was to approach these issues by characterizing and evaluating patients diagnosed, by the International Classification of Disease, Brazilian version-10 (ICD-10) (6), with mood disorders -bipolar and unipolar disorders, dysthymia, and double depression (patients who have a dysthymic disorder and a concurrent major depression) undergoing outpatient treatment at a teaching hospital (HC-UNESP) in Botucatu, São Paulo.
Patients and Methods

Disability Adjustment Scale (7)
Disability was determined by the level of impairment of patient behavior and by patient performance in social relations using a translated version of sections 1, 2, and 5 of Chaves et al. (8) . Section 1 is composed of 6 scores ranging from 0 to 5. However, no patient received an evaluation of 0 or 5 and therefore the subjects were divided into four groups, with scores from 1 to 4. The Portuguese version of the Disability Adjustment Scale (DAS) has shown good reliability among different evaluators (9) .
The sum of the scores on this scale was calculated to indicate Global Social Adjustment (GSA). On this scale the higher the average, the worse the adjustment of the patient.
Global Assessment of Relational Functioning Scale (10)
The Global Assessment of Relational Functioning (GARF) Scale is used to evaluate family performance, from satisfactory relationships with few conflicts to standards of dysfunctional relationships with little communication and many conflicts. GARF scores are divided into four categories: 81 to 100 -good family performance, with good, warm, close relationships, and few large conflicts which, when present, are resolved with good communication and negotiation; 61 to 80 -functioning of family relationship somewhat unsatisfactory, some conflicts remain unresolved but without disrupting family function, a range of feeling is expressed, and there are good and lovely relations and respect; 41 to 60 -family with occasional moments of satisfaction, but there is a predominance of unsatisfactory relationships and unviable communication with unresolved conflicts; 21 to 40 -family clearly dysfunctional, with the presence of tyranny and power or strong negligence, good contact is rare and conflicts remain unresolved.
The results of the GARF scale were grouped into two categories for regression analysis according to the family relationship score. Patients with scores ranging from 61 to 100 were included in the good and reasonable family relationship group, whereas those with scores ranging from 0 to 60 were considered to be patients with poor to very dysfunctional family relationships.
Procedure for the interview and scale application
All HC-UNESP mood disorder outpatients were identified and invited (when necessary) to participate in the interview and testing after signing a term of informed consent. The local Ethics Committee approved the project. Psychiatrists at the outpatient clinic had already diagnosed all participating patients, who were already under supervision.
The first author was trained by the second author regarding the DAS and GARF questionnaires. All interviews and scale assessments were conducted face to face by the first author. The interviewer was supervised throughout the year to answer any questions that arose, as a control for interview bias and to address issues regarding the sensitivity of some of the questions.
Statistical analysis
Data were analyzed using the SPSS software version 7.0 (11). Frequency distributions were calculated for all diagnostic categories and other variables. Comparisons between groups were based on the chi-square or exact Fisher test (12, 13) for categorical variables and on analysis of variance for numerical variables. All alternative hypotheses formulated were submitted to the twotailed test and the results tabulated.
When the result of the overall F statistic was significant we used analysis of variance followed by the post hoc test to compare the mean values between different groups for each of the DAS sections: personal care, inactivity, slowness, social isolation, participation, conjugal mood relationship, conjugal sexual relationship, sexual contacts, social contacts, performance at work, interest in work, obtaining information, and behavior in emergencies. In addition, the relationship between GSA data and all other variables for which an overall significant association was found was evaluated using logistic regression analysis of GSA (12) . The GSA was chosen as the dependent variable. GSA results were grouped into two categories for regression analysis -good and reasonable, and poor and severe. The GSA logit was the best numeric results against the worst results in the GSA.
Results
Socioeconomic and demographic data
The four diagnostic groups: bipolar, unipolar, dysthymia, and double depression did not differ significantly in age, sex, occupation, marital status, family income, or schooling. The sociodemographic data are shown in Table 1 . The main socioeconomic and There were statistical differences between patient groups (χ 2 test).
demographic characteristics of most patients in the four groups were: age over 30, female sex, employed, married, with monthly family income below US$200, and less than 8 years of education.
Clinical history and disease outcome
There was no statistically significant difference between groups for age at onset of the disease, number of depression episodes, presence of triggering factors, and mental illness in the family.
The groups differed significantly in number of hospitalizations during their lives (χ 2 = 25.6; P = 0.00001), with the bipolar patients showing the highest number of hospitalizations during their lives and the dysthymic, the lowest. Most patients with the different types of depression had never been hospitalized. Age at first hospitalization was after 40, except for the bipolar group, for which it was between 31 and 40.
Another significantly different variable in all groups was number of work days lost per year due to the disease (χ 2 = 10.81; P = 0.013), with bipolar patients having lost the largest number of workdays. The bipolar patients also received significantly more preventive drug treatments (χ 2 = 13.28; P = 0.004). Table 2 shows the results of evaluation of family relationships. No statistically significant differences regarding family relationships were found between groups.
Family relationship characteristics
Social adjustment
GSA differed significantly between groups (P < 0.001). Bipolar and double depression patients showed the worst results for social adjustment (Table 3) . Table 4 shows the result of analysis of No statistically significant differences were found between patient groups (χ 2 test). variance of the data regarding the DAS sections, with identification of social adjustment in different areas. In general, the sexual role for both married and unmarried people was the item with the worst results. The subitems of the DAS with a significant difference between the four groups were: personal care (P = 0.012, d.f. = 3.99, F = 3.876), social isolation (P = 0.035, d.f. = 3.99, F = 2.982), domestic participation (P = 0.001, d.f. = 3.99, F = 6.376), and work performance (P = 0.023, d.f. = 3.99, F = 3.572). The post hoc test showed that bipolar and double depression patients were significantly more impaired than unipolar and dysthymic patients regarding all items (personal care, social isolation, participation at home, and performance at work). There was no significant difference between bipolar and double depression patients in any of these items.
Variables associated with social adjustment Table 5 shows the data regarding logistic regression analysis. Due to the small number of patients in this study, the confidence interval of some variables was relatively large.
The diagnosis and family relationship variables reached significant levels in regression analysis.
The logit of the chosen diagnosis was the result obtained for patients with double depression against each of the other diagnoses. The odds ratio between double depression and bipolar disorder was not statistically different from that for social adjustment.
The odds ratio between double depression and unipolar disorder was 0.075, indi- Data are reported as means ± SD. *P < 0.05 for bipolar and double depression patients compared to dysthymic and unipolar patients (ANOVA). cating that unipolar patients presented significantly better results for social adjustment than double depression patients. The odds ratio between double depression and dysthymic patients was 0.043, indicating that dysthymic patients presented significantly better results for social adjustment than double depression patients. Family relationship was significantly associated with patient social adjustment (OR = 0.953, CI = 0.916-0.992), i.e., the worse the family relationship, the worse the social adjustment.
Discussion
The present study was conducted on patients treated at a specialized hospital, possibly patients with more severe mood disorders. Evaluations were made knowing the diagnosis and clinical history of the patients, a fact that might also have influenced some of the GSA result.
The 2:1 female/male ratio for mood disorders was higher than previously reported (14, 15) . Possible explanations include the large number of middle-aged housewives and the functioning hours of the clinic, which may have excluded working men with private medical insurance. Studies have shown that women who work outside the home are less prone to depression and to the use of psychotropic drugs (16, 17) . Regarding our bipolar patients, a higher predominance of females (2:1) was also found (18, 19) . Thus, our data may reflect a local characteristic of the Botucatu population. Overall, this regional sample differed somewhat from those described in other studies (20) . Because this sample was drawn from a university hospital with a long history of good medical services, the respondents were older, white, married or living in common law, and not working for pay, and included few men. Hospital hours are not convenient for people who work outside the home. This may be seen as a major limitation of the present study. Therefore, the results cannot be extrapolated to the general population.
Bipolar patients had significantly more frequent hospitalizations throughout life; those with double depression also had been hospitalized more than once during life. Several studies have shown that bipolar patients are hospitalized more than unipolar patients (21, 22) .
Concerning the lost work days due to disease, the bipolar patients were the most significantly affected, suggesting that, on the basis of missed days of work, patients with bipolar disorder showed more work incapacitation than the others.
Unipolar patients showed the best numerical results for family relationships and double depression patients showed the worst. This agrees with data reported by Leader and Klein (23) who evaluated family relationships for unipolar depression, dysthymia, and double depression. We did not find in the literature any comparative evaluations of family relationships among the four studied groups.
This is the first study in Brazil in which patients with mood disorders treated at a public university hospital were evaluated by a standard instrument for mental illness and social adjustment. In this study, the proportion of patients with some social impairment was very high. None of the patients obtained excellent scores in the overall evaluation of social adjustment and more than 80% of patients showed some degree of impairment in social adjustment (regular, poor, and severe assessment). More than 30% showed poor or severe GSA. A study by Judd and Akiskal (24) showed that even the presence of a few depressive symptoms, without being a real syndrome, is an important factor that could predict worse outcome, and that each level of symptom severity is associated with significant psychosocial losses.
In a prospective study of 82 bipolar patients, Gitlin et al. (25) found that social adaptation ranged from reasonable to severe impairment in 62% of them. Kocsis et al. (26) reported that dysthymic patients were impaired in social roles -work, family life, social, and leisure activity time. In studies performed in six European countries, Lépine et al. (27) showed that approximately 2 of 5 patients with depression presented loss of life quality and social and work scope. The present data confirm the findings in the literature regarding social adjustment impairment of patients with mood disorder.
There are few studies comparing social adjustment and different types of mood disorder. We found some studies comparing unipolar and bipolar disorders and others comparing the different forms of depression.
Comparisons between unipolar and bipolar patients concerning social adjustment are still uncertain; some studies have concluded that bipolar patients present worse results for social adjustment than unipolar patients (22) . Vocisano et al. (28) , on the other hand, found that unipolar patients had worse social adjustment results and social functioning deterioration at younger ages than bipolar patients. The present data confirm those reported in the literature showing that social adjustment is worse in bipolar patients than in unipolar patients.
The results obtained by comparing depressive patients (dysthymic, unipolar, and double depression) are not homogeneous; however, most studies have reported worse social adjustment in double depression (23) . Most investigators still suggest that dysthymia and major depression show more similarities than previously thought, and that double depression is most serious with higher social impairment. In the present study, we observed that the most difficult areas for patients in all groups were related to work and sexual relationships (both for married and unmarried patients). Several studies have shown that the different forms of depression lead to a decrease in work and occupational activities, a fact due to a reduction in daily activities (23, 26) . Goering et al. (29) reported high dissatisfaction of depressed women with sexual relationships. The present data confirm these findings and suggest that this is the area most affected by mood disorders.
In the multivariate analysis (logistic regression), the most significant predictive variables of social adjustment were diagnosis and family relationship. Bipolar disorder and double depression were significantly worse than unipolar and dysthymic disorders for social adjustment. In the present study, family relationships were significantly associated with social adjustment, in agreement with most literature reports (21, 30) .
The high frequency and intensity of social incapacitation in mood disorder patients indicate the need for more effective interventions. Bipolar and double depression patients were socially maladjusted especially in terms of personal care, social isolation, domestic participation, and work performance. The mood quality of the family environment is a significant predictor of the course of mood disorders. We suggest a psychoeducational process focused on the characteristics of mood disorders (course, prognosis, treatment), which could benefit both patient and family by reducing stress and improving functioning between episodes.
